Background: Malawi has a high perinatal mortality rate of 40 deaths per 1,000 births. To promote neonatal health, the Government of Malawi has identified essential health care packages for improving maternal and neonatal health in health care facilities. However, regardless of the availability of health services, women's perceptions of the care is important as it influences whether the women will or will not use the services. In Malawi 95% of pregnant women receive antenatal care from skilled attendants, but the number is reduced to 71% deliveries being conducted by skilled attendants. The objective of this study was to describe women's perceptions on perinatal care among the women delivered at a district hospital. Methods: A descriptive study design with qualitative data collection and analysis methods. Data were collected through face-to-face in-depth interviews using semi-structured interview guides collecting information on women's perceptions on perinatal care. A total of 14 in depth interviews were conducted with women delivering at Chiradzulu District Hospital from February to March 2011. The women were asked how they perceived the care they received from health workers during antepartum, intrapartum and postpartum. They were also asked about the information they received during provision of care. Data were manually analyzed using thematic analysis. Results: Two themes from the study were good care and unsatisfactory care. Subthemes under good care were: respect, confidentiality, privacy and normal delivery. Providers' attitude, delay in providing care, inadequate care, and unavailability of delivery attendants were subthemes under unsatisfactory care. Conclusions: Although the results show that women wanted to be well received at health facilities, respected, treated with kindness, dignity and not shouted at, they were not critical of the care they received. The women did not know the quality of care to expect because they were not well informed. The women were not critical of the care they received because they were not aware of the standard of care. Instead they had low expectations. Health workers have a responsibility to inform women and their families about the care that women should expect. There is also a need for standardization of the antenatal information that is provided.
Background
The perinatal mortality rate in Malawi is estimated to be 40 deaths per 1,000 births [1] . This is still high, although it is below the highest rate in Africa of 56 deaths per 1,000 births. In comparison with the developed countries the perinatal mortality is approximately 7 deaths per 1,000 births [2] . As a way of promoting neonatal health the Government of Malawi has identified essential health care packages for promoting maternal and neonatal health in health care facilities [3] . Provision of care in health facilities is based on the National Reproductive Health Standards [4] . The Reproductive Health standards are comprehensive and integrated. The following components specifically target perinatal care: focused antenatal care, normal labor and delivery, management of complications during labor and delivery and postnatal care of mother and neonate.
In addition to availability of health services, women's perceptions of the care is important as it influences whether the women will use or not use the services. Hulton, Matthews and Stones (2007) assert that actual quality of care is theoretical for women if the experience deters some from returning for subsequent care [5] . Care given must result in women's satisfaction for them to continue using the services. Quality of care "involves providing a minimum level of care to all pregnant women and their newborn babies and a higher level of care to those who need it. This should be done while obtaining the best possible medical outcome, and while providing care that satisfies women and their families and their care providers" (Pittrof, Campbell & Filippi (2002 p.278) [6] . Similarly, in Malawi quality of care focuses on mutual satisfaction of both the users and providers. According to National Reproductive Health Service Delivery guidelines, quality is "doing the best with the resources available for the mutual satisfaction of the provider, the recipient (in this case the client/patient) and community at large" (Ministry of Health, 2007 p.1) [7] . Quality of care is in this study focused on both the provision of care as well as how clients perceived the care. This was based on Hulton, Matthews and Stones (2000) who looked at quality not only as provision of services, but as also women's actual experiences of that care [8] .
In Malawi 95% of pregnant women receive antenatal care from a skilled attendant (doctor, clinical officer, nurse, or midwife) according to the Malawi Demographic Health Survey 2010. However, the percentage is reduced to 71% for deliveries with 84% in urban areas compared to 69% in the rural areas [1] . This is an improvement from 2004 where assistance by a skilled attendant at delivery was at 57% [9] . Malawi has a larger rural population which comprises 84.7% of the population (13,077,160) compared to 15.3% urban population [1] . Consequently, there is still a need to ensure that more pregnant women, especially from the rural areas, deliver with skilled attendants to reduce perinatal deaths. Providing access to skilled attendance at every delivery and early recognition and timely management of obstetric complications through emergency obstetric care (EmOC) are crucial in reducing perinatal mortality [10] . However, for this to happen, pregnant women need to deliver in health facilities in places where skilled attendants are not available to assist in home deliveries. A study in Timor-Leste observed that many women continued to deliver at home although they had easy access to new birth facilities following a national policy promoting hospital deliveries [11] . Pregnant women are more likely to deliver in health facilities if they are satisfied with the care that they receive when they go there. Poor quality of care may lead to underutilization of services [12, 13] . In a study conducted in rural Zimbabwe, poor quality of services and negative attitudes of health workers deterred pregnant women from utilizing health services [14] . Similarly, non-utilization of health facilities for delivery in Nigeria was related to unsatisfactory services at health facility for more than half of the participants, and unfriendly attitudes of staff for the majority [15] .
Conversely, satisfaction with care does not essentially mean that quality is good, as it may indicate low or no expectations [16] . Women need to be well informed about the care they should expect. Information provided to pregnant women covers issues from pregnancy, labor and delivery and postnatal periods. Women depend on health workers to give them information on health issues [17] . There is some evidence that high quality patientprovider information during pregnancy will result in favorable pregnancy outcomes for the women [18] . This is probably because women who are well informed are able to demand and receive appropriate care. In a study done in Australia, midwives and nurses were believed to be important sources of information and their advice was most likely to be followed [19] . Antenatal information is useful for women as it helps them prepare for delivery [20] . One study has demonstrated that antenatal information contributed to maternal satisfaction with labor management and parenting experiences [21] .
In Malawi, as in other countries, attending antenatal care at health facilities provides an opportunity to large numbers of pregnant women to receive correct information about pregnancy, labor, delivery, and postnatal care. Malawi adapted WHO essential guidelines of focused antenatal care provision within four visits. A set of interventions are provided at each visit of the four visits to ensure normal pregnancy, prevent complications and facilitate early identification and treatment of complications [22] . Activities include client education and specific advice and counseling as needed that is given throughout the four visits. The areas include: process of pregnancy and possible complications, danger signs in pregnancy, labor and delivery, postnatal and in the neonate, importance of colostrum, early initiation of breastfeeding, birth preparedness with focus on skilled attendant, signs and symptoms of onset of labor, and postnatal care [7] . Information on birth preparedness comprises male involvement, skilled attendance at birth, choice of place of delivery, arrangements for transportation, source of funds, decision making by the family including a labor companion during labor and childbirth, items needed for a clean and safe delivery, danger signs and what to do if they occur [23] . The assumption is that provision of normal antenatal care is uniform in all health facilities as it is based on defined guidelines.
If health workers in Malawi follow the given antenatal care matrix, then appropriate information on what to expect during perinatal care, including labor and delivery is provided to women. The women may also have other sources of information that might influence utilization of health services. This is mostly through radios in the rural areas that broadcast messages on safe motherhood and health facility deliveries. The latest demographic health survey found that 57% of women listened to 'Safe Motherhood' programs, although it was lower (55.3%) for rural women [1] . Lack of appropriate information for women to be aware of what to expect makes them complacent about the care they receive. The women have low expectations as they do not know [24] .
The Malawi government's policy is that women should use health facilities for perinatal care. That is antenatal care, delivery and postnatal care for the mothers and babies. Information on women's perceptions of perinatal care is scarce in Malawi. Understanding women's perception of care can inform the provision of quality care that is acceptable to women. This study was conducted to explore women's views of perinatal care. The objective of the study was to describe perceptions of perinatal care among women who delivered at a district hospital in Malawi.
Methods

Study design
The design was a descriptive qualitative study using a semi structured interview guide. Face-to-face in-depth interviews were conducted. Participants who delivered from February to March 2011 were asked to describe their perceptions of perinatal care. The women were asked how they perceived the care they received during antepartum, intrapartum and postpartum. They were also asked about the information they received during provision of care. The interviews were conducted in the local language, Chichewa, using a semi structured interview guide. Throughout the interviews, follow-up questions using probes were asked in order to acquire a deeper understanding when an explanation was unclear. The interviews lasted on average 45 minutes. All the interviews were recorded, translated and transcribed verbatim in English.
Setting
The study was conducted in the Southern region of Malawi at the Chiradzulu District Hospital. Chiradzulu district has a total population of 288,546 people, with 153,200 women. Twenty three percent are women of the child bearing age of 15-49 [25] . Two districts, Zomba and Chiradzulu, had the highest neonatal mortality in the Southern Region at 48 and 47/ 1000 live births respectively, compared to the national average of 33/ 1000 live births in 2006 [26] . Chiradzulu district is a rural area serviced by a district hospital while Zomba is more urban with a central hospital. Chiradzulu District Hospital is a secondary level facility with 11 health centers that offer primary level care. Ten of these 11 health centers provide maternity services (antenatal, labor and delivery and postnatal care) and refer women with complications during perinatal period to Chiradzulu District Hospital. Data were collected from women who delivered at Chiradzulu District Hospital and attended antenatal care at either the district hospital or any other facility.
Participants' recruitment and data collection
Mothers who delivered normally, were well, and had consented to participate in the study were selected using purposive sampling. Purposive sampling is a nonprobability sampling method that facilitated that various groups of women based on age and parity were represented [27] . The mothers were selected based on the fact that they had delivered and were able to provide information on perinatal care. The first author provided information to and recruited potential participants that met the defined criteria. All women who were approached and asked to participate in the study accepted. Mothers who deliver normally without complications in themselves or their babies are discharged within 24 hours. The mothers who were interviewed stayed in postnatal ward after delivery for periods ranging from less than a day to seven days before they were discharged. The interviews were consequently done within 24 hours of delivery to seven days after delivery. All interviews with the mothers were done after they were discharged to make certain that they would express themselves freely. The first author conducted all the interviews. An empty room was identified in the postnatal ward for the interviews to ensure privacy and comfort of the participants. Interviews were conducted until saturation of data was reached. There was no additional new information later. Instead, there was repetition and confirmation of already collected data [27] . A total of 14 mothers from the district hospital were interviewed.
Data analysis
ATLAS. Ti version 6.2 computer software program was used to code the transcripts and for storage of the data. The Statistical Package for Social sciences (SPSS) version 18.0 (SPSS Inc. Oslo, Norway) was used for data entry and descriptive analysis of the participants' demographic data. Qualitative analysis focused on participants' perception of the care they received during antepartum, intrapartum and postpartum; what they liked about the care they received and what the problems or constraints were. All recorded interviews were transcribed verbatim in full. The analysis focused on developing coding categories where narrative information was organized according to emerging themes using thematic analysis [28] . Coding of the data was done without fitting it into a pre-existing coding frame. The data were read and re-read to identify themes that were related to quality of care.
Ethical consideration
The Norway Regional Committee for Medical Research Ethics granted approval for the study as well as the College of Medicine Research and Ethics Committee (COMREC) in Malawi. A written permission was obtained from the District Health Officer (DHO) of Chiradzulu District Hospital to conduct the study.
Participants that agreed to participate in the study signed an informed consent form or gave a thumbprint if they were illiterate. Participation in the study was voluntary and participants were assured that anonymity would be observed at all times. Confidentiality of participants was maintained by using numbers on both the recorded interviews and transcripts.
Limitations
The study might suffer a bias because the participants were interviewed on the premises of the district hospital, where they had received care. Although the interviews were conducted after the participants were discharged, this may have influenced some of their responses. The first author who collected the data is a health professional but does not work at the study site. Participants' knowledge of her professional status may have influenced some of their responses. To reduce reflexivity the interviewer was aware of possible prejudices. She adjusted in order to collect significant data that was undistorted by personal prejudice [29] . Some of these women were multiparas and although the questions asked about the last pregnancy experiences they may have included experiences from previous pregnancies resulting in some recall bias.
Findings
Demographic data
The majority, (n = 11) of the participants had primary education and one had no education. The average age of the women was 30 years, (with a range of 15 years and 44 years). The number of antenatal visits ranged from one visit to more than five visits with an average of 3.4 visists. The parity of the participants ranged from one to eleven, and average was 4.7. Half of women who delivered at hospital had given birth at least five times. Half of the women stayed at the health facility for a day or less days after delivery. All participants had HIV status checked and the majority were tested for syphilis. Four women were HIV positive while one had syphilis out of 11 women tested for syphilis ( Table 1 ). The participant who had syphilis was treated. The majority, (n = 13), were married. Three participants received antenatal care from the district hospital because it was their nearest health facility while the rest it was from various health centers.
Perceptions of perinatal care
Using thematic inductive analysis [28] good care and unsatisfactory care were major themes that were identified. Subthemes under good care were respect, confidentiality, privacy and normal delivery. Providers' attitudes, delay in providing care, inadequate care, and unavailability of skilled attendant were subthemes under unsatisfactory care. Some of the participants did not know and were not able to describe their perceptions about care that was provided to them. The themes and subthemes are described in detail below.
Antenatal care Good care
Participants described their perceptions and experiences of antenatal care they received in various health facilities including the district hospital. Participants perceived good care when being respected, not handled with rudeness or being shouted at, being given medicines and mosquito nets. Participants felt the care was good because they received medicines; some mentioned mosquito nets that protected them from frequent attacks of malaria. Although antenatal care comprises several activities, the participants only highlighted these two aspects of receiving medication and mosquito nets.
Good reception and respect
Nearly all participants described the care they received as good or adequate. The participants narrations indicated that the way the participants were welcomed at the clinic greatly influenced how they felt about the care they received. The women valued most 'being welcomed and respected by health care workers' which seemed to be important to them as explained by participant #12.
"I see that I was well received, they received us and did not shout at us".
Similarly, participant # 7 explained that:
"They received me well without being disrespectful. Others are rude to you, this and that but in my case, I was received well as a fellow woman".
Provision of information
Participants reported that they were given information on various health issues during group health education. The topics that women recalled were on health promotion, prevention of malaria, prevention of mother to child transmission of HIV (PMTCT), breast feeding options, birth preparedness, danger signs in pregnancy and what to do if they experience complications ( Table 2 ). The women mentioned severe headache, severe abdominal pains, vaginal bleeding and draining liquor as danger signs in pregnancy. The mothers also included other diseases like malaria. Most participants, including those who had forgotten or did not know any danger sign, knew they had to go to a health facility if they had any problem. Nevertheless, the participants did not associate provision of information to care. Only one participant mentioned provision of information as an aspect of good care. Although she was not the only young primipara, this participant was given information about onset of labor and hospital delivery.
"They gave me advice and told me that when I see these things then it is a sign of labor and I should go to the hospital quickly. This was good". Participant # 3
Unsatisfactory care
Some of the same participants who stated antenatal care was good were also able to point out areas that they were unhappy with during provision of care. These were older multiparas. The participants described what they did not like in terms of how the health workers communicated and provided care to them.
Provision of information
There was minimal communication during provision of care although participants did not mention this as a concern. Participants stated that health workers were not providing feedback or information to them. Participants explained further that they were not told anything but were just examined, given some medicine and given date for the next visit.
"All they said was we are done after examining you. The results they keep to themselves after examining you. You are just told to go when they are done." Participant # 10
Providers' attitudes
In Malawi, health workers' attitudes are a great challenge in the provision of health care especially during labor and delivery. Some health workers were accused of providing care in a discriminatory manner. For instance at health facilities that use an integrated approach, care was prioritized to family planning clients instead of on first come first served basis. A participant reported that she stayed at the antenatal clinic for a long time because the health workers examined her after finishing examining family planning clients. Participant # 11 explained as follows:
"Checking of weights was done in good time but physical examination was done late. They started with family planning clients before examining pregnant women".
Labor and delivery care Good care Participants were describing their perceptions and experiences of labor and delivery care they received at the district hospital. Some of the participants that were referred to the facility also included aspects of care at the referring facility. Participants rated intrapartum care as good when; reception was good, they were respected, their privacy and confidentiality were maintained, and when they delivered normally. A minority of the participants described technical aspects of care that was provided during labor and delivery. A participant, who was referred from a health centre while in labor, stated that care was adequate at the health centre because she was examined frequently and commenced an intravenous infusion. She further reported that care at the hospital was even better because they commenced another drip once the first one from the health centre finished. Another participant # 11 described her care as:
"When I delivered I was given a cloth to use as a sanitary pad. The nurse was not disgusted that I was soiled, she wiped me clean. The cloth that was underneath was removed. Therefore I see that I was properly cared for".
Good reception and respect
Nearly all of the participants reported they were well received in labor ward. The reasons given were they were not shouted at, neither spoken to harshly, or with anger. They were spoken to with gentleness, were respected and quickly assisted and delivered when they came distressed in labor. This experience was shared by participant #13:
"When I went in I was told to lie on a bed. A midwife told me to take my paper (plastic paper) and spread it on the bed and then to put my cloth on top". . . .Some shout but they received me well".
Respect was associated with how participants were received upon admission to the labor ward and how health workers communicated. Other services that health workers provided to clients were also rated as respect. Participant # 1 shared as follows:
"When I was in labor, a nurse brought me porridge for me to have energy during delivery of the baby. I saw that I was respected".
Confidentiality and privacy
A minority of the participants reported on confidentiality in provision of care. Participants described confidentiality as health workers keeping secrets about delivery issues. Participant #2 explained how confidentiality was maintained regarding her experience during labor and delivery.
"It was a man who delivered me but he did not say anything. He just helped me as a doctor. If he was someone else he would be saying I am the one who delivered her, that person this and that. In that way I see that, the doctor kept confidentiality. He did not say anything to anyone. He was just doing his job".
All participants mentioned that privacy was maintained but said so only after probing. The participants explained that they were screened and spoken to quietly and properly to maintain privacy.
"The curtains were drawn so that people passing by would not see what was happening inside". Participant # 9
Normal delivery
Participants also perceived care as being good when they delivered normally without any interventions. Participants linked good care to normal spontaneous delivery and fewer than half expressed it clearly. Participant # 7, whose baby had fetal distress, shared her experience as follows:
"The care was good and I am thankful. If I was home it would not have ended well, the baby or myself would have died the way things were. I have been helped a lot at the hospital. I am well and the baby is well too".
Some participants who experienced a negative birth outcome also perceived the care they received as good despite the outcome. Participant # 8 delivered a macerated still birth and said: "I am thankful; they (health workers) helped me. I have seen what I was waiting for. I was coming here for the doctors because on my own I would not have managed".
A minority of the participants were not able to give any information about labor and delivery care they received. The participants reported that a health worker was the one who knew what to do. A participant stated that there was nothing else she would have liked to be done as she did not know what happens. Care was connected to assistance during delivery of the baby for some participants. A participant who could not elaborate on the type of care shared as follows:
"No nothing, provided you deliver well. There is no need to add anything else". Participant # 12
Unsatisfactory care
Some of the same participants who stated good aspects of intrapartum care also highlighted care that made them unhappy during provision of care. Both multiparas and primiparas shared some of the things they did not like. They are described in the following sections.
Providers' attitudes
The participants expressed concerns about poor attitudes of health workers. Participants wanted to be communicated to appropriately by health workers and not to be belittled or degraded. A participant, who was referred from a health centre, was distressed on admission to labor ward. She said a female midwife talked to her as if she was talking to a child. She even told her not to complain. In the course of this participant's labor when she called out to the midwife, she was ridiculed. She reported a midwife shouted back in response:
"The female nurse when I called she answered that I was not near in a loud voice. She was on another side helping someone else". Participant # 6
Participants narrated different situations in which the health workers treated them harshly. Participant # 10 who was referred described her reception at the district hospital as follows:
"When I came here they asked why I had come. They told me that I would be sent back to deliver at the health centre where I came from. They said that there were rules these days that states that women should not come and deliver at a district hospital without valid reasons. They said that if I did not answer their questions properly I would be sent back to deliver at my health centre. So I explained why I left the health centre and came here".
Participants reported that they wanted to be treated well and talked to us with kindness. They expected health workers to show kindness towards their clients in their work. Some participants explained that women sometimes are shouted at during labor because they provoke the health workers. Such situations arise when the women do not take health workers' instructions. Participant # 8 narrated as follows:
"You know with labor pains you cannot say I know everything because I am old and I have been giving birth since a long time back. Doctors tell you to "do this", but because of the way you are feeling you fail to do as you are told. As a way of wanting to save you, they may shout at you depending on how you are behaving. Sometimes we provoke the doctors because of how we behave". However, the same participant later said:
".. If somebody tells you something while shouting, you feel threatened. They (health workers) should talk to us nicely and tell us information kindly".
Delay in providing care
Participants did not like not being attended to as soon as they reported to the labor ward. Some participants, who were in labor on admission waited to be assessed. They were told to go and lie on the bed and a nurse midwife would find them there. A participant reported that she delivered within 30 minutes of admission but, was made to sit and wait on a chair while a bed was being cleaned for her. She felt this was not good as she was in severe pain. Participant # 10 who waited to be assessed on admission shared her experience:
"I was told to go and lie on the bed and she (health worker) would find me. . . ...My eyes were closed as I was in pain. After some time had passed, she came on her own (to assess me)".
The participants explained that when they go to a health facility, the health workers should attend to them quickly.
"The health workers should assess us quickly and inform us immediately. The health workers know because they were educated so they know how things are; we are pregnant but we are ignorant of what we are carrying". Participant # 8
Inadequate care
The participants' narrations indicated that the women viewed the care that was provided as being not comprehensive enough. A participant reported that she did not receive any care apart from assistance during the delivery itself.
Lack of pain relief bothered some participants. Participants described lack of pain management as a problem for them. The participants expected that the health workers would explain to them what to do when in labor and feeling pain. Participant # 3 explained as follows:
"I expected that the health workers would be supportive. They should tell us what to do when you experience labor pains."
Another, a primipara shared the following:
"I was in a lot of pain and I was thinking I should go for an operation but they told me that I would deliver, they did not give me an injection to reduce the pain, so the pain was unbearable". (Participant # 6)
Unavailability of delivery attendant
Participants desired midwives to be with them and provide relevant care during labor and delivery. A participant, who delivered on her own at the health facility, said she was pushing alone but called when she felt the baby, was coming. She was afraid she might harm or kill the baby.
"I would have loved if a midwife was there when I was delivering, to ensure safe delivery of the baby". Participant # 4
Another participant explained as follows:
"I would experience pain then it would stop. This (the pain) was happening at a time when a nurse should have been close to help but at that time she was not there". Participant # 10
Postnatal care Good care Participants described good postnatal care when they were taken from the labor ward to postnatal ward in a wheel chair, given medicines and a bed on which to sleep. Participants explained that they were exhausted, some felt dizzy or legs were numb and had problems to walk from the labor ward to postnatal ward. Participant # 7 shared that:
"From the Labor ward I was taken in a wheel chair (to a postnatal ward) where I was given a place. Later on, a doctor called and asked me to take the baby to him. The doctor gave the baby some medicine (antiretroviral syrup) and he told me that I would be called again the next day. Today I was called again."
Provision of medicines
Fewer than half of the participants appreciated that they were given medicines. The participants described provision of medicine to themselves for after pains, or their babies who were sick, and antiretroviral syrup as prophylaxis. One of the participants related good care to the medical treatment she received:
"I was given medicines and an intravenous infusion drip. They found me with malaria in labor ward.
They were caring because of just the medicine. . . since what you want is to get well" Participant #5 Similarly, the mother of a baby whose fever was detected during assessment prior to discharge and was put on treatment for sepsis was happy with the care she received.
"I went for check up where they saw the baby had developed fever. You should stay here for now. The baby will be receiving treatment. He will receive four injections per day. I was given good care". Participant # 2
Provision of information
Participants were given information about breast feeding, baby care, danger signs and postnatal checks after delivery ( Table 3 ). About half stated they were not given any information on danger signs and none mentioned poor suckling or feeding. Mothers go with their babies to a nearest health facility for postnatal check up at 1 week and six weeks. The majority of the participants were informed to go for postnatal check up at one week but only a minority of them were told to go again at 6 weeks. A minority of the participants were told about the significance of postnatal checks. This was for the babies to be reviewed; two of the babies were getting antiretroviral syrup. However, the mothers did not relate provision of postnatal information to quality of care.
Unsatisfactory care
Although participants mentioned positive aspects of the care they received, they also pointed out few things they did not like. This was from both a primipara and multiparas.
Inadequate care
Participants stated that after delivery they were escorted to postnatal ward where they slept without any assessment.
"I was taken on a wheel chair to come here. When I arrived here the nurse did not receive me but she did the next morning. When I came here I slept". Participant # 2
However, this participant did not see this lack of assessment as a problem:
"It is not a problem, maybe it is how they work. Maybe the time for them to work was over".
A minority of the participants stated they were in agony from after pains and only ate porridge after delivery and nothing else until the following day. A participant reported to a nurse on admission to postnatal ward and got medicine, while another did not report and did not get any medicine. Yet another participant reported she was given medicine but she did not know what they were and why:
"I was given medicine. . . . I do not know whether it was bactrim or panadol. . ..They just asked who delivered today and gave us the medicine. I do not know what it was for. I just received since I am in hospital". Participant # 4
Definition of terms
Perinatal period: from 28 completed weeks of gestation to seven completed days after birth.
Quality of care: focuses on both the provision of care as well, as how clients perceive the care.
Skilled birth attendant: a skilled attendant is an accredited health professional such as a midwife, doctor or nursewho has been educated and trained to proficiency in the skills needed to manage normal (uncomplicated) pregnancies, childbirth and the immediate postnatal period, and in the identification, management and referral of complications in women and newborns.
Discussion
Skilled attendance at delivery is essential in reducing perinatal morbidity and mortality because when complications arise they are effectively managed. Pregnant women will deliver in health facilities if they are satisfied with the care that they receive. However, for women to be really satisfied they must be well informed and know what to expect. This will then provide a basis for possible scrutiny. The findings in this study have shown that participants did not know what to expect. However, the participants viewed being respected, good reception, being assessed quickly and informed about the findings, confidentiality and privacy as being good quality of care. The participants focused on the interaction with the health workers, which is an important aspect of quality of care. Shafiei, Small, & McLachlan, (2012) demonstrated that interactions with health workers were particularly important in the satisfaction or dissatisfaction of the care women received [30] . Humane aspect of care provision is a very important part of the quality of care. Bazant & Koenig, (2009) found that health care provider empathy had a great effect on the women's satisfaction with care [31] . Similar findings were that women wanted to be treated with tender loving care during childbirth as they go through a difficult time and need the moral support of health workers [32] . The women wanted a caring attitude and empathy from the health workers. The participants in this study who were satisfied with the care they received did not want much from health workers. They wanted to be received well. Participants highlighted being assessed quickly and being informed about the findings, receiving medications, that health workers were not harsh, did not shout and spoke with gentleness, treated them with respect, maintained confidentiality and privacy as good experiences of care.
Participants who experienced complications but delivered normally were satisfied with the care they received. The presence of complications, but with a good outcome, may affect how these participants perceived the care they received. Pittrof, Campbell, & Filippi, (2002) assert users to be satisfied with care if they have a good outcome [6] . These participants may simply be very relieved [31] . Participants in this study showed that a normal delivery overrides complaints.
A participant in labor who was told to put a plastic paper and cloth on the bed by herself before lying down was satisfied with the way she was received. This was unacceptable, as beds are made by health workers. In addition, the women have to be helped to climb up on to beds to lie down. Another participant even justified being shouted at by health workers. Possibly the participants felt they should tolerate the health workers' behavior in order to be assisted. This is consistent with Yakong, Rush, Bassett-Smith, Bottorff, & Robinson`s (2010) findings where women accepted disrespect, intimidation and scolding they received order to obtain care [33] . Similarly, Delvaux et al. (2007) observed that most women were satisfied with the care they received during and after labor despite low technical quality and unfavorable personal support given to women [34] .
The participants in this study did not comment much on the technical skills of health workers. It is perhaps because the participants did not know what to expect. Thus, they were grateful for whatever was done for them. This is different from Goberna-Tricas et al. (2011) study findings in Spain where women clearly distinguished between technical and interpersonal skills and commented on both [32] . The women were happy with the technology but also wanted humane care from health workers just like the participants in this study. It is important to note that the majority of the participants in this study had only primary level education while education level was not reported for the participants in Spain.
The narrations of the participants demonstrate that they received poor quality of care. Health workers attended to antenatal clients last after finishing family planning clients. They were not providing the necessary information to the women, lack of support and pain relief for women in labor, a participant who delivered on her own and asking the women to justify their referral to the hospital. It was improper to ask the referred women to explain the reason for referral. The women come with documented information from health workers at the referring health facility. In addition, this is a referral hospital that receives pregnant women with complications throughout the perinatal period from its health centers. Although the National Reproductive Health Standards guide the provision of care in health facilities, none of the standards were available in labor ward and postnatal wards during data collection. However, I was informed that they are kept in Maternal and Child Health Department. This causes doubt if health workers actually use the guidelines in the provision of care.
The women may not be aware of the type of care they are supposed to get because of their limited understanding. Muula (2005) found that nearly all (96%) participants did not know about health rights and it was also stated that patients seemed prepared to be shouted at [35] . A study done in an urban setting, at a central hospital in Malawi found that about half (51%) had ever heard about patients' right and the most (57.4%) mentioned the right of a patient to have considerate and respectful care [36] . No studies were found on patients' rights in a rural setting in Malawi. There was no information on patients' rights given to clients at the hospital during data collection period. It was only late in the year 2011 that health facilities had Charter of Patients and Health Workers' Rights and Responsibilities posters and fliers. The Ministry of Health with assistance from Deutsche Gesellschaft für Internationale Zusammenarbeit (GIZ), distributed the posters and fliers from November to December 2011. The participants therefore might have lacked information on patients' rights that would help them to demand for quality care. They therefore accepted whatever care that was provided. This emphasizes the need for health workers in Malawi to inform women and their families on what to expect not only in pregnancy but also during labor, delivery and post delivery.
The observation that clients were not given adequate information during pregnancy is similar to findings by other studies in Malawi [37, 38] . This may be one of the reasons the participants were not able to assess the type of care that was provided. The participants were not told and they had no basis for comparison. Therefore, these participants did not complain about the care they received because they did not know what to expect. Both the participants that were happy with the care they received and those that could not express their views were possibly satisfied. Their expectations were low because they have never experienced any other standard of care [16, 24] . Another reason for not complaining could be the timing of the interviews. The participants might not be critical because they were happy, they had just delivered. However, there were no differences in the participant's responses based on the time of interviews, within 24 hours to seven days after delivery. Conversely, studies done elsewhere having similar interview times, such as immediately after delivery and the other within 48 hours after delivery [39, 40] , and exit interviews on discharge [36, 41, 42] showed that the participants were critical of the care they received. There is a need for antenatal information to be standardized in the guidelines for easy implementation. Emphasis should be made for health workers to give feedback and information to clients after assessment based on clients' unique information needs. Proper supervision, monitoring and capacity building of health workers are necessary to ensure that women and their families are provided with appropriate information.
The participants had poor knowledge of danger signs that occur in newborn babies. When mothers are well informed they are more likely to take their babies to health facilities when problems occur [43] [44] [45] . There is a need to strengthened information on newborn care during antenatal care and emphasized again during postnatal care. It is essential that health workers correctly inform mothers about these danger signs. This is vital as most mothers are discharged early within 24 hours after a normal delivery.
The current Prevention of mother to child transmission of HIV guidelines advocate for early initiation of antiretrovial therapy (ART), starting at 14 weeks gestation and continue through labor and breastfeeding. This is to slow progression, increase survival and reduce transmission of HIV to the baby. The guidelines also recommend initiating ART after a positive HIV result of the mother during labor or after delivery [46] . However, majority of the participants that tested HIV negative in pregnancy were not checked again after delivery. The participants were given no information that they should be tested again. This is a missed opportunity as some of the participants could be infected with HIV at this time and may transmit to their babies during breastfeeding. An HIV test is recommended for an individual who tested negative more than 3 months ago [46] . It is therefore important to use this chance to repeat an HIV test while the mothers are still at the health facility as well as providing required information.
Participants pointed out areas that they were unhappy with during provision of care. The participants identified providers' attitude, delay in providing care, inadequate care, and unavailability of delivery attendant as negative experiences of care.
Attitudes of health workers are an important aspect of care. This is because women value how they are treated when they present themselves at health facilities for care. The participants in this study did not like the behavior of health workers who were rude or shouted at them. Issues of poor attitudes of health workers found in this study are reflected in other studies in Malawi [24, 47] . This observation is also consistent with Small, Yelland, Lumley, Brown, & Liamputtong`s (2002) findings where immigrant women met unsympathetic, uncaring, or rude staff that distressed them [48] . Similarly, Yakong et al., (2010) showed that women were scolded, threatened with treatment withdrawal or denial if they did not comply with nurses' instructions [33] . They were treated 'like children' , ignored, and disrespected. If women are not well treated in health facilities, they will continue going for antenatal care but not return to deliver in health facilities. Women were reluctant to seek care in subsequent pregnancies in a study in Timor-Leste because of poor attitudes of health workers, who easily got angry, left women alone or shouted at them [11] . Likewise, health workers who used abusive language, showed no tolerance and had hostile behaviors deterred women from using health facilities for deliveries in Malawi, rural Tanzania and Ghana [47, 49, 50] .
Afghan women's waiting time at antenatal visits and in postnatal ward negatively impacted on their experiences of care [30] . These women were not in labor, what more with women who are experiencing labor pains. The women when they come in labor need to be assessed as soon as possible to enable formulation of an individualized plan of care. Inadequate staffing and high workload may influence nurse midwives clientunfriendly behavior [51] . Nevertheless, delayed assessment of woman in labor may result in no assessments until the woman delivers. One participant in this study delivered alone. The 2010 Malawi Demographic Health Survey found that 3% of deliveries in health facilities were self-deliveries, attended by no one [1] . Seljeskog et al., (2006) study in Mangochi, Malawi established that women in labor waited very long to be examined and that some even delivered without any assistance, supervision or attention at all [24] . Foster et al., (2010) found that prolonged waiting period of pregnant women at the health facility was related to fear of being ignored or neglected [52] . It is important that women be quickly assessed on admission to the labor ward for appropriate management.
Pain during labor is a normal physiological process. Sadly, most health workers feel women must endure the pain. A study in Benin found that midwives expected women to be stoic to labor pains and complaints were treated with mockery and humiliation [53] . Women in labor know that pain management is an essential component of providing quality care to women in labor. Goberna-Tricas et al., (2011) showed that women thought the experience of pain was unnecessary and it was sensible to avoid the pain [32] . Similarly in another study, the majority, of the women stated they would want pain relief in labor [54] . Small et al., (2002) asserted that how women rated intrapartum care was dependent on how the women felt about what was done to relieve pain [48] . Health workers are expected to provide non-pharmaceutical and pharmaceutical pain relief during labor [4] . However, most of the times, drugs are in short supply and pain relief may not be a priority among health workers. Health workers' convictions about labor may also affect their use of both non-pharmaceutical and pharmaceutical pain relief measures.
Women want to have a nurse midwife available when they are in labor and during delivery. Women's perceptions of staff as being unhelpful and uncaring by not offering comfort or being absent contributed vastly to women's dissatisfaction with their care in labor [48] . Wild et al., (2010) found that when women were left alone they were reluctant to seek care in subsequent pregnancies [11] . Gao et al. (2010) reported that women preferred to deliver at home because nobody looked after them in the hospital [55] . A woman, who delivered alone because it was between shifts, was afraid to go to the hospital for subsequent pregnancy after that. Similarly, in Malawi women delivering alone prevented them from going to deliver in health facilities [47] .
According to the 2010, Malawi Demographic Health Survey skilled attendants delivered 71% of women who went to health facilities for deliveries [1] . Despite this, what is significant is the quality of care provided. Poor quality of care was related to 49% of maternal deaths that occurred in the Southern region of Malawi [56] . Other studies have also established that poor quality of care is provided in health facilities [24, 37] . Health workers perceived that they provided substandard care according to a study looking at provision of emergency obstetric care at a district hospital [57] . Furthermore, a quality gap was evident in provision of newborn care services [58] . It is essential for health facilities to provide quality care because it is effective in preventing and managing complications and sustains demand for health care [59] . It is not enough to ask women to go and deliver in health facilities and not guarantee that they are given the necessary care during labor and delivery. In addition to availability of skilled attendance at delivery, health workers must provide quality client friendly services throughout the continuum of care.
Thorough assessment of women and their neonates when they are admitted in postnatal ward is important to identify any problems that may have arisen. Neonates are vulnerable especially during the first 24 hours after delivery [60] . Lawn, Cousens, & Zupan, (2005) analysis demonstrated that out of perinatal deaths 25% to 45% occur within the first 24 hours of life [61] . It is therefore necessary that neonates be assessed when they go to the postnatal ward. However, women and neonates without problems are not usually assessed in postnatal ward until it is time for discharge. This is despite that guidelines in Malawi specify that daily assessments should be done on neonates in postnatal ward [23] . It is necessary to enforce these guidelines that the neonates should be assessed on admission to postnatal ward or whilst in the ward and not only on discharge.
Conclusion
The women in our study were able to describe what they perceived as good care. The women also described care that was not satisfactory for them. However, the women did not know the quality of care to expect, as they were not well informed. Women's perception of care is important as it contributes to women's satisfaction with services. This is crucial in promoting that pregnant women deliver in health facilities with skilled attendants to promote wellbeing of the neonates. There is also need to ensure that health workers are aware of how their attitudes affect women's health care seeking behaviors. Health workers should not take advantage of women's ignorance to provide poor quality of care. Health workers should show empathy and provide care that is acceptable and suitable to all women based on set guidelines. Health workers have a responsibility to inform pregnant women and communities about perinatal care. Standardized antenatal information is necessary to ensure provision of appropriate information to clients. Ultimately, this may enable clients to identify and demand provision of care that is satisfactory and appropriate for them.
